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Psychiatric disorders, such as depressive, anxiety and stress and 13 adjustment disorders cause substantial mental suffering and may 14 lead to recurrence of more severe episodes and even suicide 15 [1, 2] . These very common psychiatric disorders also place a large 16 economic burden on society. Cognitive behavioural therapy (CBT) 17
has been acknowledged to be an effective way of treating, for 18 example, depressive disorders [3, 4] . In Sweden, CBT is used as one 19 of the standard treatments for patients in primary health care but 20 other types of therapies are also recommended, such as 21 interpersonal therapy (IPT) and psychodynamic therapy. Patients, 22 who seek individual based psychotherapies may, however, have to 23 wait for some time before seeing a therapist as the availability of 24 such psychotherapeutic treatments is limited. A stronger focus on 25 group therapy could help to save limited resources and increase 26 access to psychotherapy. 27 1.2. Mindfulness-based therapies 28 Mindfulness-based therapies might be suitable for group 29 therapy sessions for patients with psychiatric disorders but such 30 therapies need to be evaluated before they can be recommended in 31 primary health care. Mindfulness-based therapies, such as 32 mindfulness-based stress reduction (MBSR) and mindfulness-33 based cognitive therapy (MBCT) have been increasingly used Background: The need for psychotherapy in primary health care is on the increase but individual-based treatment is costly. The main aim of this randomised controlled trial (RCT) was to compare the effect of mindfulness-based group therapy (MGT) with treatment as usual (TAU), mainly individual-based cognitive behavioural therapy (CBT), on a broad range of psychiatric symptoms in primary care patients diagnosed with depressive, anxiety and/or stress and adjustment disorders. An additional aim was to compare the effect of MGT with TAU on mindful attention awareness. Methods: This 8-week RCT took place in 2012 at 16 primary care centres in southern Sweden. The study population included both men and women, aged 20-64 years (n = 215). A broad range of psychiatric symptoms were evaluated at baseline and at the 8-week follow-up using the Symptom Checklist-90 (SCL-90). Mindful attention awareness was also evaluated using the Mindful Attention Awareness Scale (MAAS). Results: In both groups, the scores decreased significantly for all subscales and indexes in SCL-90, while the MAAS scores increased significantly. There were no significant differences in the change in psychiatric symptoms between the two groups. The mindfulness group had a somewhat larger change in scores than the control group on the MAAS (P = 0.06, non-significant). Conclusions: No significant differences between MGT and TAU, mainly individual-based CBT, were found in treatment effect. Both types of therapies could be used in primary care patients with depressive, anxiety and/or stress and adjustment disorders, where MGT has a potential to save limited resources. Trial registration: ClinicalTrials.gov identifier: NCT01476371. C 2017 Elsevier Masson SAS. All rights reserved.
during the past decade for a range of conditions [5] [6] [7] [8] . Patients can, 35 after an introduction to the therapy, practice mindfulness on their 36 own, sometimes using their smartphones [9] . MBSR is based on 37 uniform techniques and well-established instructions [10] . MBCT 38 is a hybrid of CBT and MBSR [5] . A 2012 meta-analysis, based on 39 19 mindfulness and acceptance-based studies, showed substantial 40 reductions of depressive and anxiety symptoms after treatment 41 [11] . Another meta-analysis, published in JAMA Psychiatry in 2016 42
[12], revealed that MBCT appears effective as a treatment for 43
relapse prevention for those with recurrent depression. A Canadian 44 study [13] showed that recurrence rates in patients with 45 depression, noted over 18-months of follow-up, did not differ 46 between those who received MBCT (28%) and those who received 47 maintenance antidepressants (27% In the present study, we used the Symptom Checklist-90 (SCL-68 90) [19] [20] [21] and several of its subscales and indexes as our main 69 outcome in order to assess potential effects of MGT on a broad 70 range of psychiatric symptoms and distress. The main aim of this 8-71
week RCT was to compare the effect of MGT with TAU on a broad 72 range of psychiatric symptoms in primary health care patients 73 with depressive, anxiety, and stress and adjustment disorders. An 74 additional aim was to compare the effect of MGT with TAU on 75 mindfulness attention awareness by using the Mindful Attention 76
Awareness Scale (MAAS We aimed to train two instructors per participating PHCC. Two 99 of the 16 PHCCs were relatively small and located close to each 100 other and were therefore given permission to work together. In 101 total, 30 instructors (mainly psychologists and social counsellors 102 but doctors, nurses and physiotherapists were also included) 103 received the training programme at our department (Center for 104 Primary Health Care Research, Malmö , Sweden). No previous 105 meditative experience was required. The training was given during 106 six days that were evenly spread between September 2011 A key part of the training is the future instructors' own 115 mindfulness training. They were trained in how to guide 116 individuals and groups in mindfulness training so that the 117 individual may develop a greater awareness of thoughts, feelings 118 and bodily sensations and be able to cope better with stress and 119 difficulties in everyday life. All of the 30 participants that took part 120 in the six-day program completed the course, passed the oral exam 121 and subsequently became certified mindfulness instructors.
122 Data from 27 of the 30 instructors' own mindfulness practice 123 (average minutes/day) showed that the mindfulness instructors, 124 on average, practiced for 27 minutes/day (SD = 17, median = 23, 125 range = 6-68). We tested the effect of the average minutes/day the 126 instructors spent on their own mindfulness practice on the 127 patients' outcomes (change in score from baseline) using a mixed 128 model (to take into account the potential correlation between 129 instructors within PHCCs). We chose two outcomes, MAAS 130 (mindfulness attention awareness) and GSI (Global Severity Index), 131 and found no significant associations between the instructors' own 132 personal practice and the patients' outcomes in the mindfulness 133 group (MAAS: b = 0.008; P = 0.47; and GSI: b = À0.04; P = 0.46). 
